
	HIPAA ACT INFORMATION

CONSENT FOR PURPOSES OF TREATMENT, PAYMENT, AND HEATH CARE OPERATIONS

I consent to the use or disclosure of my protected health information by Nomi R. Solomon, LCSW for the purpose of diagnosing or providing treatment to me, obtaining payment of my health care bills or to conduct health care operations of Nomi R. Solomon, LCSW.  I understand that diagnosis or treatment of me by Ms Solomon may be conditioned upon my consent as evidenced by my signature on this document.

I understand that I have the right to request a restriction as to how my protected health information is used or disclosed to carry out treatment, payment or healthcare operations of the practice.  Ms Solomon is not required to agree to the restrictions that I may request.  However, if Ms Solomon agrees to a restriction that I request, the restriction is binding on Ms Solomon.

I have the right to revoke this consent, in writing, at any time, except to the extent that Ms Solomon has taken action in reliance on this consent.

My “protected health information” means health information, including my demographic information, collected from me and created or received by my physician, another health care provider, a health plan, my employer or a health care clearinghouse.  This protected health information relates to my past, present or future physical or mental health or condition and identifies me, or there is a reasonable basis to believe the information may identify me.

I understand I have a right to review Ms Solomon’s Notice of Privacy Practices prior to signing this document.  Ms Solomon’s Notice of Privacy Practices has been provided to me.  The Notice of Privacy Practices describes the types of uses and disclosures of my protected health information that will occur in my treatment, payment of my bills or in the performance of health care operations in Ms Solomon’s practice.

Nomi Solomon reserves the right to change the privacy practices that are described in the Notice of Privacy Practices.  I may obtain a revised notice of privacy practices by calling the office and requesting a revised copy be sent in the mail or asking for one at the time of my next appointment.

_______________________________________________
Signature of Patient or Personal Representative

_______________________________________________

Name of Patient or Personal Representative

_________________________

Date

_______________________________________________

Description of Personal Representative’s Authority



	Nomi R. Solomon, LCSW

Licensed Clinical Social Worker

Informed Consent for Treatment Signature Form
This form is to document that I, _________________, have read the detailed informed consent document provided (see attachment) and give my permission and consent to Nomi R. Solomon, LCSW. to provide psychotherapeutic treatment/assessment (circle appropriate one or both) to me and/or 

____________________________  who is/are my (spouse/child/children) ___________.  

While I expect benefits from this treatment, I fully understand that because of factors beyond our control or other factors, outcomes cannot be guaranteed (as detailed in the attached).

I understand this treatment may involve discussing relationships, psychological, and/or emotional issues that may at times be distressing.  However, I understand that this process is intended to help me personally and with relationships.  I am aware of alternative treatments available to me. 

Ms. Solomon has answered all of my questions about treatment satisfactorily.  If I have additional questions, I understand that she will either answer them or attempt to find answers for me.  I understand that I may leave therapy at any time, although I have been informed that this is best accomplished in consultation with Ms. Solomon.

I have read and understand the above information.

_______________________________________________              _________________

Client/Responsible Party
                                                              Date

CLIENT  INFORMATION

Nomi R. Solomon, LCSW

DATE:____________________
PATIENT NAME:  _____________________________________________________________________________

                                                     First                                        Middle                                 Last

AGE:_____________    DOB: __________________  SOCIAL SECURITY NUMBER: ______________________

HOME ADDRESS:  _____________________________________________________________________________

                                  Number and Street                       City                                         State                      Zip Code

HOME PHONE:  __________________________________   WORK PHONE:  _____________________________


May we call you here?    Y    N                                                  May we call you here?   Y    N

EMAIL ADDRESS: _____________________________________________________________________________

EMPLOYER/SCHOOL:  _________________________________________________________________________

CURRENT MEDICATIONS:  Name:_________________________________       Dose: _____________________

                                                   Name:_________________________________      Dose:______________________

                                                   Name:_________________________________      Dose:______________________
PRESCRIBING PHYSICIAN:  ________________________________________________________

CHRONIC HEALTH CONDITIONS:  ______________________________________________________________

REASON YOU ARE SEEKING THERAPY:_________________________________________________________

______________________________________________________________________________________________

PREVIOUS THERAPY OR EVALUATIONS:  _______________________________________________________

WHO MAY WE THANK FOR THIS REFERRAL:  ___________________________________________________

CURRENT OR FORESEEABLE LEGAL ISSUES:____________________________________________________
 RESPONSIBLE PARTY (if different from above)

NAME:  _________________________DOB:___________ SOCIAL SECURITY NUMBER: __________________

RELATIONSHIP TO PATIENT:  ____________________  EMPLOYER:  _________________________________

HOME ADDRESS:  _____________________________________________________________________________

                                   Number and street                          City                               State                           Zip Code

HOME PHONE:  __________________________________  WORK PHONE:  ______________________________


        May we call you here?       Y    N                                              May we call you here?       Y     N

	INSURANCE  INFORMATION
       If you wish that we bill your insurance for services provided, I will need a copy of your insurance card and current drivers license or official identification card. We also require the following information:

PATIENT NAME:  _________________________________________  AGE:____________  DOB: ___________

SOCIAL SECURITY NUMBER:  _____________________________ SUBSCRIBER ID:  __________________

INSUREDS NAME ___________________________________  INSUREDS  DOB: _______________________

INSUREDS SSN: __________________________  RELATONSHIP TO PATIENT (SELF) (CHILD) (SPOUSE)

EMPLOYER:  __________________________________________  GROUP NUMBER:  ___________________

PRIMARY INSURANCE COMPANY:  ___________________________________________________________

CLAIMS ADDRESS:  _________________________________________________________________________

CONTACT NAME _____________________________________ PHONE NUMBER: _____________________

SECONDARY INSURANCE COMPANY:  _______________________________________________________

CLAIMS ADDRESS: _________________________________________________________________________

CONTACT NAME:  ____________________________________ PHONE NUMBER:  ____________________

FOR OFFICE USE ONLY

DIAGNOSIS/CHIEF COMPLAINT _____________________________________________________________

PPO     Y       N                   NETWORK PROVIDER        Y         N

HMO   Y       N                   NETWORK PROVIDER        Y         N

PLAN COVERAGE           INDIVIDUAL                         Y         N

                                            FAMILY                                  Y         N

                                            MARITAL                               Y         N

                                            TESTING                                 Y         N

PLAN ALLOWABLE: ____________________  COPAYMENT _______________   DEDUCTIBLE $_________

DEDUCTIBLE MET ________________  VISITS PER CALANDAR YEAR _________  ANNUAL LIMIT ____

PRECERT NUMBER: _______________  OTR AFTER SESSION# __________   OTR FAX # _______________

IN CASE OF EMERGENCY NOTIFY

NAME:  ___________________________________________   HOME PHONE:  ____________________________

RELATIONSHIP TO PATIENT:  _______________________  WORK PHONE: ____________________________

PAYMENT AGREEMENT

I AGREE TO THE FOLLOWING PAYMENT PLAN TO COVER MY PORTION OF THE CHARGES:

_________  I DO NOT HAVE INSURANCE AND WILL PAY IN FULL AT THE TIME OF SERVICE.

_________  I WILL FILE MY OWN INSURANCE AND WILL PAY IN FULL AT THE TIME OF SERVICE.

_________  PLEASE FILE MY INSURANCE.  I WILL PAY MY COST SHARE AT THE TIME OF SERVICE.

I UNDERSTAND THAT IF PROBLEMS ARISE IN GETTING PAYMENTS FROM MY INSURANCE COMPANY, IT WILL BE MY RESPONSIBILITY TO PAY THE BILL AND SETTLE WITH THE CARRIER UNLESS THE PROVIDER HAS OTHERWISE CONTRACTED WITH YOUR CARRIER.  I AGREE TO PAY OFF ANY BALANCE ON MY ACCOUNT WITHIN 90 DAYS UNLESS I HAVE MADE OTHER ARRANGEMENTS. BALANCES OVER 90 DAYS WILL BE ACRUE A 6% INTREST CHARGE. A $20 CHARGE WILL BE ADDED TO YOUR ACCOUNT FOR CHECKS RETURNED FOR INSUFFICIENT FUNDS. I WILL UNDERSTAND THAT MY ACCOUNT MAY BE SENT TO A COLLECTION AGENCY IF I DO NOT PAY MY BILL ACCORDING TO THIS DOCUMENT.  IF USE OF A COLLECTION AGENCY IS NECESSARY YOU WILL BE CHARGED A 6% INTEREST FEE ON THE BALANCE AT THE TIME IT IS SENT, IN ADDITION TO A $15 COLLECTIONS FEE.  

___________________________________________________
___________________________________

RESPONSIBLE PARTY SIGNATURE

MENTAL HEALTH DISCLOSURE FORMS

Release of Information:
I authorize release of information to my Primary Care Physician, other health care providers, institutions, and referral sources for the purpose of diagnosis, treatment, consultation, and professional communication.  If I am an insured client, I further authorize the release of information for claims, certification, case management, quality improvement, benefit administration and other purposes related to my health plan.

Initial here:  ___________

Emergency Access:
A covering practitioner or I am available after hours to handle emergencies.  By calling the main office number during after hours, you will be instructed how to contact the on-call practitioner.  You may be charged for telephone consultation in excess of 5 minutes.

Initial here:  ___________

	Cancellation and Missed Appointment Policy

Scheduled appointment times are reserved especially for you.  If an appointment is missed or canceled with less than 24 hours notice, you may be billed according to the scheduled fee and instructions of your benefit plan.  Repeated “no-show” appointments could result in referring you back to the insurance company or referring doctor for referral to another practitioner.  Your insurance company cannot be billed for fees associated with missed or canceled appointments.  Our fee for missed appointments will be the same fee as an attended appointment as dictated by your insurance company (please see Authorization to Secure Payment for credit card/debit card options).
Initial here:  __________

Appeals and Grievances for insured Clients

I acknowledge my right to request reconsideration (an Appeal) in the case that outpatient care is not certified.  I understand that I can request an Appeal directly through my Health Plan and that I risk nothing in exercising this right.  I also understand that I may submit a Grievance to my Practitioner at any time to register a complaint about my care or I may send the complaint directly to my Health Plan.

===================================================================================

Consent for Treatment
I authorize and request my practitioner to carry out psychological and/or psychiatric exams, treatment and/or diagnostic procedures, which now, or during the course of my treatment become advisable.  I understand the purpose of these procedures will be explained to me upon my request and that they are subject to my agreement.  I also understand that while the course of my treatment is designed to be helpful, my practitioner can make no guarantees about the outcome of my treatment.  Further, the psychotherapeutic process can bring up uncomfortable feelings and reactions such as anxiety, sadness, and anger.  I understand that this a normal response to working through unresolved life experiences and that these reactions will be worked on between my practitioner and me.

                                                                                        __________________________________      _____________


Client Signature                         Date

Consent for Treatment for Child or Dependent

I am the legal guardian or legal representative of the patient and on the patient’s behalf legally authorize the practitioner to deliver mental health care services to the patient.  I also understand that all policies described in this statement apply to the patient I represent.

________________________________________                   ____________________________

Patient Name
                                                                     Patient Social Security number

________________________________________                   ________________

Signature of legal guardian/representative                                Date

________________________________________

Relationship to Patient


Nomi R. Solomon, LCSW

4242 Medical Drive – Suite 1150

San Antonio, TX  78229

Authorization to Secure Credit Card/Debit Card Payment
I, _________________________________________________ authorize Nomi Solomon to process payment on my Visa, MasterCard, or Discover Card for the purposes of:

1.  My co-payment responsibilities as designated by my insurance company.

2. Any outstanding balance that has not been received after 30 days of the service that was provided to me by Ms Solomon (i.e. counseling, telephone consultation, etc.).
I understand that if an appointment is missed and I do not follow the cancellation policy as specified in the section Cancellation and Missed Appointment Policy, Nomi Solomon is authorized to charge my credit card the same fee as the missed appointment that has been designated by my insurance company or agreed upon between Ms Solomon and I (the later referring to private pay clients).
I understand that if my card is declined, Nomi Solomon may put my credit card payment through on another day when funds become available.

I understand that I have given Nomi Solomon my credit card information.  I further understand that if I miss a scheduled appointment or fail to provide 24 hours notice, my credit card will be charged the full amount of the session.

I have read and understand this form.  I attest that the information below is true and accurate.






__________________________________________






Signature of Card Holder

My credit card information is as follows:

_________________________________

______________________________

Cardholder’s Name




Client’s Name

_________________________________

______________________________

Credit Card Account Number



Expiration Date

Is this a debit card?

( Yes
    ( No




______________________________








Today’s Date
*The above mentioned charges on your card will appear from NetSource Billing, LLC.
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